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The Admission X-ray: A Key to TB Control 


To justify its existence, every tuberculosis association 
must carry out an imaginative program aimed at unifying 
public and medical interest in support of adequate tuber- 
culosis control within the framework of sound public 
health. 

Only when tuberculosis associations relate their in- 
tense interest in tuberculosis control to the total community 
health effort do they realize their full potential. It is not 
enough merely to remind the people that tuberculosis is 
an important public health problem. If we are to obtain 
intelligent and active support for tuberculosis prevention 
and control, we must demonstrate how needed services can 
be incorporated into the main stream of medical activity. 
Facilities must be conveniently available to the private phy- 
sician and to the public. 

To determine the most frequented community health 
facility, outside of the physician’s office, we need only to 
be aware of the 20 million inpatient admissions and 50 
million outpatient visits reported annually by America’s 
5,000 general hospitals. 

Over 20 per cent of our general hospitals, many in co- 
operation with tuberculosis associations, have made a 
major contribution to tuberculosis control by inaugurating 
routine general admission screening chest X-ray programs. 

Because of the quantity of significant findings (about 
10 per cent of all admissions X-rayed) it is evident that 
all interested parties—the private physician, the health 
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department, and other voluntary agencies—should support 
the establishment and improvement of routine screening 
programs in all general hospitals. 

Facilities available in our general hospitals can help 
solve many of our difficult case-finding problems. Here 
we have an opportunity to screen a large and representative 
segment of the population, including older age and low. 
income groups. Comprehensive coverage could be achieved 
in almost every community if we could develop both hos- 
pital and health department screening facilities for com- 
munity groups and physician referrals. 

General hospitals, highly successful in providing spe- 
cialized services needed to win the fight against acute 
diseases, are already actively planning to provide the 
diverse services needed against the chronic diseases. Gen- 
eral hospitals have committed themselves to an expanding 
role in preventive medicine and are interested in such 
procedures as routine admission X-rays. Each day, general 
hospitals are becoming more and more community health 
centers. It is imperative that tuberculosis associations work 
with them to realize this goal. 

The general hospital provides an effective meeting 
ground to focus the activities of the private physician, the 
health department, and the voluntary agencies in their 
efforts to control tuberculosis— Alice Porter and Frank 
Gibson, Associates, Program Development Division, No 
tional Tuberculosis Association. 
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Small Hospital Programs 


A 50-Bed Wisconsin Hospital Proves That Small Hospitals 
As Well As Large Can Set Up Effective Admission Chest 
X-ray Programs to Further TB Control in Their Areas 


The size of a hospital should not 
be considered as a factor in establish- 
ing an admission chest X-ray program. 
The small hospital can do as good a 
job—or better—than the large hospital. 
Whether the hospital is large or small, 
the goal is the same: early detection of 
tuberculosis and other chest pathology. 

Just as each general hospital, as an 
entity, is somewhat different from its 
counterparts across the country, un- 
doubtedly each routine admission chest 
X-ray program is rather unique. Ob- 
viously, in aiming for the goal of 
filming the chest of every general hos- 
pital patient, there are many ways of 
utilizing equipment and personnel to fit 
the local facilities. 


St. Mary’s Hospital 

In describing the features that seem 
to make the admission program at St. 
Mary’s Hospital, Columbus, Wis., “not 
quite like” the program readers may be 
familiar with, or planning, it should be 
pointed out that the same program is 
used in several other small hospitals in 
the immediate area. 

St. Mary’s is a 50-bed general hos- 
pital operated by the Sisters of the 
Divine Savior and serving a rural and 
small town population. In December, 
1954, the X-ray department was com- 
pletely re-equipped with new facilities, 
including a 4 x 10 inch stereoscopic 
photofluorographic unit, at a cost of 
14,000 dollars and without help from 
any outside organization. Even for a 
50-bed hospital, a 4 x 10 photofluoro- 
graphic unit has proved not only more 
economical than 14 x 17 inch films but 
also more accurate as a detection de- 
vice than a single large film. 

During the first year of the program, 
which began in January, 1955, 1,543 
patients, or 95.4 per cent of the total 
admissions, had chest X-rays. All new- 


borns are included in the program— 
although tuberculosis is not a problem 
here, the two unsuspected congenital 
hearts and the four unsuspected frac- 
tures of the clavicle demonstrate the 
program’s value for the newborn. In 
addition, incomplete expansion or aera- 
tion of the newborn lung is also not 
uncommonly found. Therefore, there 
are no exclusions from the program 
because of age. 


The only exclusions are patients who 
have had a chest film within the past 
six months or who refuse the admis- 
sion chest X-ray. If the patient is too 
ill for the small film, then a large film 
is taken at the bedside and the same 
two dollar charge applies. This charge 
is low for the large film, but the value 
of the program for the aged and seri- 
ously ill outweighs the economic factor. 
If follow-up films are necessary, the 
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Dr. Bayley is radiologist for St. Joseph's 
and Lutheran Hospitals, Beaver Dam, Wis., 
St. Mary's Hospital, Columbus, Wis., and 
Waupun Memorial Hospital Waupun, Wis., 
and is consulting radiologist for the Wis- 
consin State Prison and the Central State 
Hospital for the Criminal Insane at Waupun. 
A graduate of Northwestern University Med- 
ical School, Dr. Bayley was certified by the 
American Board of Radiology in 1950. 


initial fee for the admission chest film 
is deducted from the charge for the 
initial follow-up film only. This feature 
has helped persuade people who put 
their pocketbooks ahead of their health 
to have further examinations. 

During the same year 210 out- 
patients had 4 x 10 inch films made. 
This service is available to groups in 
the community by special arrangement 
and includes all of the employees of 
the hospital each year, all local school 
teachers, and pre-employment films for 
a local manufacturing firm. Most re- 
cently a group of histoplasmosis con- 
tacts were surveyed following a local 
outbreak of the disease. 

Among the hospital patients during 
1955 four cases of previously unrecog- 


St. Mary's Hospital, Columbus, Wisconsin 
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nized tuberculosis were found, two of 
which were eventually proved active 
and the other two inactive. A single 
case of active tuberculosis with cavita- 
tion was also discovered on a pre- 
employment chest X-ray. An interest- 
ing case is that of a man admitted for 
treatment of an infected foot callus 
whose admission chest film revealed a 
tumor of the right lung, which, on 
resection, proved to be a gumma of the 
lung rather than a carcinoma. 

The program has been successful be- 
cause everyone connected with it was 
thoroughly “sold” prior to its incep- 
tion and this has meant complete co- 
operation of all groups in the operation 
of the program. The plan was outlined 
to the medical staff and received their 
approval before it began. The nursing 
and administrative units were indoc- 
trinated in advance with the result that 
they understand the program and 
cooperate. As a trial run, all the hos- 
pital employees received chest X-rays 
in the two-week period before the pro- 
gram was started. The general public 
was told of the program and its incep- 
tion in their hospital through news- 
paper and church bulletin articles. 


Objections Answered 

Since most hospitalization insurance 
policies do not cover this type of diag- 
nostic medical service, some patients 
objected to an unexpected charge. 
These objections were answered indi- 
vidually with an explanation of the 
charge and the value of the program. 
Today refusals or objections to having 
an admission chest X-ray are rare. 

Originally there were also a very 
few physicians who objected to the 
program for various reasons. The pres- 
entation of an annual report of findings 
to the medical staff and the detection 
of unsuspected pathology in these doc- 
tors’ patients have quieted the objec- 
tions. Since an anticipated 80 per cent 
of the films will be normal, at times 
even the radiologist wonders if the pro- 
gram: is worthwhile—until an unusual 
or unsuspected finding re-demonstrates 
the value of the program and re- 
awakens the interest of all concerned. 

St. Mary’s, the smallest hospital in 
the area to have an admission chest 
X-ray program, is also the most recent 
member of the local group of hospitals 
with this program. The Lutheran Hos- 
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pital at Beaver Dam, and Waupun 
Memorial Hospital in Waupun, both 
90-bed hospitals, have had admission 
chest X-ray programs for the past 
four and a half and two and a half 
years respectively. The State Prison 
and the Central State Hospital for the 
Criminal Insane at Waupun also have 
admission and annual chest X-ray pro- 
grams. The 90-bed St. Joseph’s Hos- 
pital in Beaver Dam will have an ad- 
mission chest X-ray program in the 
near future when a proposed addition 
will provide space and facilities not 
now available. 

Since in all of these hospitals an 
annual average of 97.2 per cent of all 
admissions are X-rayed, we are get- 
ting a good survey of most of one 
county and large segments of four ad- 
joining counties. These hospital pro- 
grams, in addition to the mass public 
surveys by the State Board of Health 
trailer units, are providing a sound and 
comprehensive tuberculosis control 
program to a large rural area. Whether 
a hospital is large or small, it can be 
done. 


Editor’s Note: This is the first of a 
series of three articles on general 
hospital admission X-ray programs. 
The articles to follow will describe pro- 
grams in a medium-sized and in a large 
hos pital. 


Flick Centennial 


Carrolltown, Pa., observes 
100th anniversary of birth of 
Dr. Flick, early TB crusader 


The memory of Dr. Lawrence F 
Flick, a pioneer in the campaign 
against tuberculosis, was honored op 
August 11, 1956, in Carrolltown, Pa, 
near which he was born 100 years ago. 

Founder of the Pennsylvania Tuber. 
culosis and Health Association, the 
first state tuberculosis association, and 
one of the founders of the National 
Tuberculosis Association, Dr. Flick 
was born in Cambria County, Pa, 
August 10, 1856. County residents and 
the Cambria County Tuberculosis and 
Health Association joined in celebrat- 
ing “Dr. Flick Day” when a monument 
to the crusader was unveiled. 

A tuberculosis victim himself, Dr, 
Flick was one of the first physicians 
in the United States to recognize the 
implications of Robert Koch’s an- 
nouncement that tuberculosis was 
caused by the tubercle bacillus. Dr. 
Flick fought to make tuberculosis a 
reportable disease in Philadelphia, or- 
ganized what is now the Pennsylvania 
association, and was _ influential in 


establishing the Henry Phipps Insti- 
tute for tuberculosis research, now a 
part of the University of Pennsylvania. 


Films at St. Mary's Hospital are taken’ and processed daily by a full-time X-ray 


technician. The hospital roentgenologist is on call at any time for emergencies 
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Chest Survey Techniques 


Although the Size of Films Used in Chest Surveys 
May Vary, No Survey Is Effective Without Careful 


Film Reading and Prompt, Thorough Follow Up 


Less than 25 years ago a Brazilian 
physician, Manoel de Abreu, trained 
a 35 millimeter camera upon the image 
of a chest on an ordinary fluoroscopic 
screen and tripped the shutter. The 
results of this experiment have had 
far-reaching effects, for the negative 
film produced by this method of photo- 
fluorography was of sufficient quality 
to give information about disease in 
the chest which the eye alone was un- 
able to visualize on fluoroscopic exami- 
nation. 

Until Doctor de Abreu’s experiment, 
the only method of mass survey was 
that devised by using a roll of sensi- 
tized paper upon which a 14 x 17 inch 
roentgenogram could be made. By 
1936 a photofluorographic unit for 
survey work had been installed in the 
German Hospital of Rio de Janeiro. 
Shortly thereafter, units using film of 
this size were seen in Europe and the 
United States. Many small X-rays 
were made, soon establishing the value 
of miniature films in detecting asymp- 
tomatic disease and enabling early 
treatment to be started in many cases. 


Other Units Developed 

This new weapon against tubercu- 
losis created much interest among the 
manufacturers as well as physicians, 
with the subsequent development of 
several units, each using a differently 
sized film. A 4 x 5 inch film was tried 
and can still be found in some locali- 
ties; the 70 millimeter camera was de- 
veloped and widely accepted; finally, 
the 100 millimeter photofluorographic 
unit appeared. Mass surveys have been 
made possible only by use of smaller, 
less costly films which can be taken 
quickly, processed easily, and inter- 
preted by interested, qualified readers. 

As mentioned above, a photofluoro- 
graphic film is simply a photograph of 


the fluoroscopic chest image created by 
allowing X-rays to pass through the 
patient and fall on a coated-glass screen 
which gives off visual light when ex- 
posed to X-rays. The camera focuses 
the light from this screen onto a film. 
The quality of the image produced on 
the film depends upon the amount of 
detail and the degree of contrast 
present. This, in turn, depends on the 
quality and type of lens in the camera, 
as well as on a very fine film. 


Testing Lens Quality 

The detail or “resolving power” of 
a lens can be expressed mathematically. 
In one method of testing, quality of 
lens is determined by photographing 
a test object made up of several groups 
of lines varying from broad, widely 
spaced lines to thin, closely spaced 
ones. A good lens can define a large 
number of lines. One of the drawbacks 
to the glass or refractive optical sys- 
tem in photofluorographic work is the 
relatively slow speed of the lens, which 
means that more exposure is required 
to produce a good picture. In the last 
few years this difficulty has been over- 
come somewhat by using an optical 
system composed of mirrors rather 
than glass lenses. In a camera using 
mirror-optics, a great amount of light 
is gathered by a rounded, dish-shaped 
reflector and focused on the film of 
appropriate size. This development has 
resulted in a considerable reduction in 
the amount of X-ray needed to pro- 
duce a good film, with consequent re- 
duction in irradiation to the patient. 

It is hoped that the mirror-optics 
will replace the slower refractive sys- 
tems. Most of the photofluorographic 
units in use today still employ the 
slower refractive lens. In a further 
evaluation of the quality of the image 
produced, contrast (the difference in 


Dr. Moore is associate in radiology, Temple 
University School of Medicine, associate ra- 
diologist, Temple University Hospital, and 
a member of the faculty of the University 
of Pennsylvania Graduate School of Medi- 
cine. A graduate of Davidson College, Dr. 
Moore received his medical degree from the 
University of Louisville. He is a diplomate 
of the American Board of Radiology. Dr. 
Moore's article is a contribution from the 
Committee on Public and Medical Relations 
of the American Trudeau Society. 


the degree of blackness of one portion 
of a film compared with an adjacent 
section) is determined by measuring 
the change in the density of a film 
caused by a slight increase in the ex- 
posure from an X-ray beam. 

' Each of the various sizes of photo- 
fluorographic films (the 35 mm, the 
4x 5 inch, the 70 mm, the 100 mm, as 
well as the 14 x 17 paper roll film) has 
sufficient contrast and resolving power 
to record the changes caused by disease 
to a degree comparable to the standard 
14 x 17 film. The important question, 
however, is: which method enables the 
readers to find more cases of tubercu- 
losis or other disease? The answer to 
this becomes more difficult, since this 
is an attempt to weigh subjective phe- 
nomena in contrast to the objective 
measurements outlined above. 

Errors in film reading are of two 
types: false positives and false nega- 
tives. The first is “detection” of a 
lesion not actually present, the second, 
failure to see a lesion that exists. No 
one reading a large series of films twice 
consecutively will arrive at the same 
conclusion on every film. Two inter- 
preters reading separately will show a 
difference not only in the number of 
lesions detected, but also in distribu- 
tion of positives and negatives. 


Search For Consistency 

Considerable work has been done 
to determine which of the methods 
enables the reader to be more con- 
sistent. In a specific attempt to evaluate 
the various methods, X-ray examina- 
tions were made of a group of patients, 
each patient being given film examina- 
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tions on each of the several film sizes. 
The various sizes were read separately 
by a number of readers who read in- 
dependently. Although the problem 
has not been solved, it seems that there 
is more overreading of 35 mm films 
than of the 70 mm sizes. In other 
words, more “suspicious” cases turn 
out to be negative with 35 mm than 
with 70 mm. Of the two sizes, 35 mm 
films are harder to read and cause more 
eye fatigue. Film handling and iden- 
tification seem to be easier with the 
70 mm. One of the most important 
facts to come out of the studies is that 
two readers going over the same series 
of cases separately will discover more 
active cases of tuberculosis, but, un- 
fortunately, there will also be some in- 
crease in the number of false positives. 


Interest has been expressed in the 
more specific experiences with the 100 
mm photofluorographic unit. For al- 
most a year one of these units has been 
in operation at the Temple University 
Medical Center. This camera employs 
mirror-optics with a correcting lens. 
The larger size film (4 inches x 4 
inches) requires the use of a larger 
reflector (18 inches compared with a 
14-inch diameter for 70 mm) resulting 
in an increase in the overall size of the 
machine. The resolving power is some- 
what greater than that of the 70 mm 
apparatus, but the practical superiority 
of this may not be as much as ex- 
pected. The detail of each of these film 
sizes is so adequate that the increase 
in resolving power of the 100 mm may 
be negated by the more important 
human element in reading. The con- 
trast is quite satisfactory. 


The reading time of the 100 mm 
films is somewhat increased compared 
with that required by the smaller sizes 
and, in many cases, approaches the 
time devoted to the regular 14 x 17 
inch films. The necessary detection of 
subtle or slight changes in known 
lung lesions in comparing consecutive 
studies of the same patient for dis- 
ease progress is not as easy on the 100 
mm as on the standard 14 x 17 inch 
films, even though these changes will 
be recorded on both sizes. 

Survey routines vary with different 
institutions, but a single film made in 
the posterior-anterior projection seems 
to be that most commenly used. This 


134 


H 


CHEST 


ie 


UNDREDS of delegates attending the an- 
nual convention of the Communications 


Workers of America (CIO), held recently in 


X-Rays 
At Labor 
Meeting 


Cleveland, O., took advantage of the free 
chest X-ray service provided by the Anti- 
Tuberculosis League of Cleveland and Cuya- 
hoga County. Shown here are Miss Nancy J. 


Lecorchick, Local 4307, Cleveland, and Joseph 
Bierne, president of the Communications 
Workers, who took time out to get an X-ray. 


is made with the patient in the inspira- 
tory phase of respiration. At the Tem- 
ple University Medical Center, two 
projections of each patient have been 
used for study purposes. One of these 
is made in the posterior-anterior pro- 
jection, while the other is made in the 
anterior-posterior direction. Both films 
are made with the patient in the in- 
spiratory phase of respiration. These 
films are interpreted by two readers 
separately; the readers then go over 
the entire film series together and the 
differences are resolved, frequently by 
consulting a third radiologist. 

In summary, these conclusions may 
be drawn: 

1. Surveys have proved to be of 
value in picking up symptomless dis- 
ease and, in many cases, in enabling 
treatment to be started in early stages. 

2. Among the various types of 


X-ray equipment used for survey pur- 
poses and designated by size of film 


- employed, the 70 mm film is apparently 


that most widely used, although all film 
sizes are capable of recording evidence 
of disease. It is less tiring to read than 
the 35 mm film and fewer false posi- 
tives are “detected.” Artifacts are 
much less of a problem on the 70 mm 
than on the 35 mm film. The 100 mm 
film, though accurate, is slower from 
the standpoint of reading time. The 
equipment for the 100 mm is more 
costly and requires more space. 

3. Even more important than film 
size is the interpretation of the films. 
Careful reading by two well-trained 
persons has been stressed in order to 
obtain maximum accuracy. 

4. The well-organized survey does 
not end until the positive cases have 
had a prompt and thorough follow up. 
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Nursing Home Surveys 


Since Homes for the Aged Are Now An Important Segment 
Of Our Medical Facilities, We Need to Provide Systematic 


X-Ray Screening Programs for Nursing Home Occupants 


It is generally agreed that our last 
major reservoir of tuberculosis is 
among the aged. With case finding 
becoming more selective in approach, 
this is an area deserving re-emphasis. 
Reaching our elder citizens for exami- 
nation is not easy, but there is an im- 
portant segment of the aged that is easy 
to reach: those residing in nursing 
homes and similar institutions. 

During the past 10 years there has 
been a heightened concern about the 
problems confronting older people in 
their effort to remain active members 
of society. We in tuberculosis control 
work should be taking a more aggres- 
sive role in this field. We should be 
concerned with regulations that are be- 
ing enacted pertaining to the medical 
supervision of the aged and infirm. We 
should sponsor and conduct systematic 
and sustained case-finding programs in 
homes for the aged. 

There are 14,000,000 persons over 
65 years of age in this country and an 
estimated 350,000 are added to this 
number each year. In 1954, two thirds 
of the population over 65 had an annual 
per capita income of less than one thou- 
sand doliars. 


Increase in Homes 

Rest and nursing homes have been 
springing up in great numbers during 
the past 20 years and have become a 
significant part of our medical care 
facilities. By 1954 there were 25,000 
homes of all types in the United States 
with a total of 450,000 beds. Major 
factors in the increase in such homes 
have been, in addition to the sharp in- 
crease in the aged, changing social cus- 
toms and the Social Security Act of 
1935 which hastened the passing of the 
public almshouse by providing cash 
assistance for the aged and infirm, re- 
sulting in a great demand for private 
rest homes and nursing facilities. 


For many years the general level of 
care in these homes left much to be 
desired. In 1950 the National Com- 
mittee for the Aging carried out the 
first coordinated national study for de- 
sirable standards in this field. Although 
the nation-wide interest aroused in this 
problem has brought about definite 
improvement in the quality of care, 
there is yet much to be done, particu- 
larly in the field of medical supervision. 
For example, the majority of homes do 
not have trained nurses and doctors’ 
visits are infrequent. 


In Oklahoma a 1953 licensing act 
placed rest homes as well as nursing 
homes and hospitals under the Hos- 
pital Division of the State Department 
of Health. Prior to that time, licensing 


by 

Richard 

M. 

Burke, M.D. 


homa State Department of Health, and as- 
sistant professor of medicine, University of 
Oklahoma School of Medicine. An internist 
with a long-time interest in chest disease, 
Dr. Burke also has private practice in Okla- 
homa City. Dr. Burke is a graduate of the 
University of Minnesota and a fellow of the 
American College of Physicians. His article 
was suggested by the Governing Council of 
the National Conference of Tuberculosis 
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of rest homes had been under the De- 
partment of Public Welfare. As de- 
fined, rest homes are for domiciliary 
care while nursing homes minister to 
persons of varying grades of illness not 
of sufficient severity to require hospital 
attention. 

At present applicants to homes are 
required to have only a medical state- 
ment concerning their health. As might 
be imagined, this often leaves much to 
be desired and gives home operators 
a false sense of security. It was origi- 
nally planned to require all admissions 


Bedside X-ray during a nursing home survey in Oklahoma. 
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to nursing homes to have a chest film, 
but this met with some opposition. 
However, it is now indicated that such 
a requirement will be approved and 
included in the next revision of the 
regulations. At present all employees 
of these institutions are required to 
have a pre-employment chest film. 


A number of states have a com- 
pulsory admission film regulation. In 
Florida, for example, the film may be 
taken three months prior to or three 
months after admission. In other 
states, such as Washington, individual 
county regulations require an admis- 
sion film. In New York City, the Bu- 
reau of Tuberculosis X-rays practically 
all welfare recipients. 


County-Wide Surveys 


When our State Department of 
Health conducts county-wide X-ray 
surveys, all old-age weifare recipients 
receive a special individual invitation 
and an appointment for a chest film. 
This aids us in reaching 50 per cent of 
the over-65 age group in the county. 
The “homes” in the county are sur- 
veyed and after each survey the opera- 
tors are reminded that they can always 
bring their new admissions to the local 
health department for a film upon 
medical approval. Also, all welfare 
workers are advised concerning this 
service. It is estimated that public re- 
cipients occupy 50 per cent of the 4,800 
beds in Oklahoma. 


We will mention in some detail our 
experience in Oklahoma County (esti- 
mated population 386,000), where 
Oklahoma City is located. The first 
special study and survey of the homes 
in this county was conducted in 1951. 
Subsequent surveys and educational 
programs were conducted in 1953 and 
1956. This county’s tuberculosis con- 
trol program is handled by the Okla- 
homa County Health Association, an 
unofficial agency (an affiliate of the 
National Tuberculosis Association). 


At the time of the first survey the 
importance of the admission film was 
stressed. The home operators were 
advised that such films would be made 
by the chest clinic and, if necessary, 
transportation to the clinic would be 
provided without charge. Following 
the first survey, and since that time, 
only a small percentage of the admis- 
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sions have been brought to the chest 
clinic, but an increasing number have 
been X-rayed by private physicians. 


Results 


In 1956, 50 homes were surveyed, 
compared with 20 in 1951. The average 
age of the 1,020 persons X-rayed was 
76. Five new active tuberculosis cases 
were found, all in nursing homes (ages 
64, 70, 80, 84, and 91). The 84-year- 
old patient had had a negative film 
when the home was surveyed in 1953. 
The 91-year-old patient gave a history 
of tuberculosis as a young girl, with 
no symptoms since then. Incidentally, 
she was born the year that Jean- 
Antoine Villemin proclaimed, as a re- 
sult of animal experiments, that tuber- 
culosis is a specific infection due to an 
inoculable agent. 


When such surveys are conducted, 
a mobile X-ray unit parks in front of 
the home and all ambulant patients are 
X-rayed. The remainder (average 35 
per cent) are X-rayed with portable 
equipment. This is often a laborious 
procedure and technically leaves some- 
thing to be desired, but everyone must 
be reached if the survey is to be of 
value. 


In Oklahoma County, the yield of 
new active cases. of tuberculosis in 
homes for the aged and infirm has been 
10 times the number encountered in 
general population surveys. With a 
little tact and understanding, it is not 
difficult to interest the home operator 
in a voluntary program. They can 


readily see its merit. However, main- - 


taining continued interest and enthu- 
siasm is not so easy, and requires a 
readily available X-ray service and 
periodic surveys. 


Homes for the aged and infirm, now 
a large and important segment of our 
medical facilities, should be provided 
with a systematic X-ray program on 
a voluntary basis or with the help of 
appropriate state regulations. 


Nebraska Trudeau Officers 


The following have been elected of- 
ficers of the Nebraska Trudeau Sec- 
tion: president, Dr. Max Fleishman; 
vice-president, Dr. L. C. Albertson; 
secretary-treasurer, Dr. Hiram D. 
Hilton. 


Bequest Funds 
Budget deficit made up by 


using bequest reserves for 
certain research projects 


On the recommendation of the Pro. 
gram and Budget Committee, the 
Board of Directors of the National 
Tuberculosis Association has approved 
the financing of several medical re. 
search projects and one social research 
project from special bequest reserves, 
This action was taken to meet a deficit 
of $25,794 in the 1955-56 budget. 

The bequest funds and the medical 
research they will help finance are: 

Nanette W. Chesebrough: study of 
passive transfer of delayed hyper- 
sensitivity by Wayburn S. Jeter, Ph.D, 
and Paul M. Seebohm, M.D., Iowa 
City, Ia. 

Bedasto Del Rosario: study of 
treatment of extra-pulmonary tuber- 
culosis by Julia M. Jones, M.D., New 
York City. 

Sophie Goman: study of chemo- 
dynamics of the pulmonary vascular 
system by Walter S. Burrage, M.D, 
Boston, Mass., and combination ther- 
apy studies with Carbon 14 labeled 
drugs by Lloyd J. Roth, M.D., Chi- 
cago, IIl. 

Grace Velie Harris: study of the 
circulatory and respiratory effects of 
anesthesia during pulmonary resection 
in man, by Emanuel M. Papper, M.D. 
New York City. 

The social research project is: 

Joseph E. Lopez: study of relation 
of social and emotional factors in the 
development of tuberculosis, by the 
New York Hospital Social Service 
Department. 


TB Symposium Record Published 
The National Jewish Hospital, 
Denver, Colo., which sponsored 4 
Symposium on Tuberculosis in In- 
fancy and Childhood in November, 
1955, subsidized publication of the 
complete Symposium proceedings as 
a supplement to the August, 1956, 
issue of THE AMERICAN REVIEW OF 
TUBERCULOSIS AND Putmonary Dis 
EASES. The proceedings provide 4 
permanent, public record of a review 
of all aspects of the subject by many 
internationally known authorities. 
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TB in Puerto Rico 


Although Progress Against Tuberculosis Has Been Made 


In Puerto Rico in Recent Years, the Large Reservoir of 
Tuberculous Adults Is a Threat to the Island’s Children 


Puerto Rico, a tropical island lying 
in the Caribbean 1,400 miles southeast 
of New York City, has an area of 
3,400 square miles and a population 
of 2,276,000, making it one of the most 
densely populated areas in the world. 
It is a self-governing state associated 
with the United States by common 
consent. 

Less than two decades ago the health 
conditions of Puerto Rico were con- 
sidered to be among the worst in the 
world. In 1936 mortality from all 
causes was 2,000 per 100,000 inhab- 
itants; tuberculosis mortality was a 
staggering 297 per 100,000; malaria 
was rampant. 

Today the situation is completely 
different ; the island is a model of rapid 
progress. Malaria has disappeared and 
tuberculosis is retreating. In 1955 the 
over-all mortality rate had fallen to 
710 per 100,000 inhabitants and the 
tuberculosis mortality rate was 32.6 
per 100,000. Tuberculosis was the fifth 
cause of death, heart disease was first. 
The birth rate was 3,480 per 100,000. 

These figures show that the popula- 
tion of Puerto Rico is growing rapidly 
and dying slowly. Although life ex- 
pectancy is slightly greater than in the 
United States, the population is still 
young, nearly 50 per cent being less 
than 15 years of age. 


TB a Threat to Children 

Ina country with a large child popu- 
lation and a large reservoir of tuber- 
cilous adults, tuberculosis remains a 
serious threat to infants and children 
despite excellent progress. 

Tuberculosis in children in Puerto 
Rico resembles the problem of tropical 
Pediatric tuberculosis throughout the 
world. It involves crowded living con- 
ditions, malnutrition, and ignorance. 
These undesirable conditions are being 


corrected, and at the same time the 
island is serving as a testing ground 
for anti-tuberculosis measures. 

In the island’s fight against tuber- 
culosis, various agencies are working 
in close cooperation, including the 
National Tuberculosis Association, the 
United States Public Health Service, 
and the government of Puerto Rico. 
Housing projects are being built 
throughout the island and the federal 
government is distributing adequate 
food supplies to the sick. 

Two tuberculosis hospitals for chil- 
dren, with 200 and 100 beds, respec- 
tively, are maintained by the island 
government. Children with all forms 
of tuberculosis are eligible for admis- 
sion. 


Twenty-four per cent of the 
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Formerly chief pediatrician at Alejandro 
Ruiz Soler Sanatorium, Puerto Rico, and 
assistant clinical professor of pediatrics at 
the University of Puerto Rico School of 
Medicine, Dr. Sifontes recently joined the 
staff of the Division of Special Health Serv- 
ices, United States Public Health Service. 
A graduate of Syracuse University, New 
York, Dr. Sifontes trained in pediatrics at 
the Bayamon District Hospital and San Juan 
City Hospital in Puerto Rico, and at Bellevue 
Hospital, New York. His article is a contribu- 
tion from the Committee on Public and Med- 
ical Relations of the American Trudeau So- 


ciety. 


patients are less than two years of 
age, 37 per cent are from three to six 
years, and 38 per cent are from seven 
to twelve years. 

The incidence of various types of 
lesions encountered has been as fol- 
lows: locally progressive pulmonary 
tuberculosis, 40-50 per cent; bone 
tuberculosis, 10-15 per cent, and 
meningeal tuberculosis, 10-15 per cent. 
Other forms include active primary 


In an effort to relieve, for just a few moments, the tragedy of childhood tuberculosis, 
an entertainment program is offered to young patients in a Puerto Rican hospital. 
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tuberculosis, lymph node tuberculosis, 
and various rare forms. 


Research and Training Center 

The main hospital, located in the 
grounds of the Alejandro Ruiz Soler 
Sanatorium in the capital, serves as a 
research center and as a training insti- 
tution for residents, nurses, medical 
students, dietitians, occupational thera- 
pists, social workers and Point Four 
and International Cooperation Admin- 
istration students of health. It is affili- 
ated with the University of Puerto 
Rico School of Medicine. 


With the aid of NTA grants in co- 
operation with the USPHS, we have 
been investigating antimicrobial ther- 
apy of tuberculosis in infants and 
children at the hospital, and many in- 
teresting problems have been encoun- 
tered. Antimicrobial therapy with 
isoniazid alone or in combination with 
other drugs, such as streptomycin or 
PAS, is under investigation. Another 
important research subject is the pos- 
sibility of preventing major sequelae 
of tuberculous meningitis by using 
steroid hormones in addition to chemo- 
therapy. 

More than 80 cases of tuberculous 
meningitis have been observed with 
various forms of therapy. Early studies 
on this subject concerned the impor- 
tance of intrathecal therapy. Isoniazid 
by this route was found to be of doubt- 
ful value, but harmless. Streptomycin 
by the intrathecal route was found to 
be unnecessary since isoniazid became 
available, and, furthermore, the inci- 
dence of deafness increased about five 
times when streptomycin was used 
intrathecally. 


The importance of bed rest as an 
adjuvant to antimicrobial therapy is 
also under investigation. While bed 
rest appears to be no longer essential 
in all forms of tuberculosis in children, 
occupational therapy, including limited 
play activities, manual labor projects, 
and school work, is becoming very 
important. 


Importance of Prevention 

Those of us who continually see the 
end result of tuberculous infection in 
children and infants firmly believe that 
prevention should be our most impor- 
tant subject for investigation. In 
Puerto Rico, where bovine tubercu- 
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losis has been virtually eliminated 
through control of tuberculous cattle 
and milk pasteurization, human tuber- 
culosis is the main problem. Histories 
of infants and children hospitalized in 
our sanatoriums usually reveal intimate 
contact with a tuberculous adult. 

Ideally, all contagious tuberculous 
individuals should be hospitalized and 
isolated until they become non-con- 
tagious, but such a task is beyond the 
financial means of the government. 
Instead, a program for treatment of 
all tuberculous adults with isoniazid 
and streptomycin was initiated in 1952. 
Facilities for free ambulatory therapy 
were established in 20 tuberculosis 
centers strategically located through- 
out the island and equipped with X-ray 
facilities and trained personnel. Case 
finding was intensified through the use 
of mobile units equipped with photo- 
fluorographic facilities. 

Unfortunately this campaign has not 
yet affected the morbidity rate for tuber- 
culosis in infants and children. Fur- 
thermore, the use of BCG failed to 
alter morbidity significantly because 
most cases occurred among children 
already infected, as demonstrated by 
positive tuberculin, at the time vaccina- 


% 


These children at a tuberculosis hospital in Puerto Rico are learning the Spanish 


equivalent of the "three R's." 


tion was attempted. In order to obtain 
significant results perhaps it would 
have been necessary to pass laws re. 
quiring vaccination of all new-born in. 
fants with BCG. Such legislation 
would have been impossible in Puerto 
Rico. 

Isoniazid Research 

Better methods of tuberculosis con- 
trol through use of isoniazid as a pro- 
phylactic drug are indicated by recent 
investigations in our government sana- 
toriums carried out with the aid of 
NTA grants and coordinated by the 
USPHS in cooperation with other cen- 
ters in the United States, Canada, and 
Mexico. This study was stimulated by 
Dr. Edith M. Lincoln who observed 
that infants and children with primary 
tuberculosis seldom developed com- 
plications when treated with isoniazid 
for one year. 

We have made another encouraging 
observation among our patients treated 
with isoniazid for all forms of primary 
tuberculosis and its complications: 
when these patients returned to a poor 
environment and contact with tuber- 
culous adults, exogenous reinfection 
tuberculosis did not occur. This was 


. . . Continued on page 142 
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Relief Must Be Humane 


We Are Not Doing All We Can to Prevent the Injustices 
That Often Face Tuberculosis Victims Seeking Public 


Assistance in an Effort to Save Their Lives 


Recent studies have confirmed the 
observation that tuberculosis is not al- 
most exclusively confined to poverty- 
stricken dwellers of our crowded 
slums. Yet the same studies indicate 
that the lowest fifth in the economic 
ladder account for about one out of 
every three tuberculosis cases and three 
out of five tuberculosis deaths. 

The evidence strongly indicates that 
a large proportion of the families 
which tuberculosis strikes are in need 
of public assistance at some time. Many 
are deprived of such assistance when it 
is needed, often with catastrophic con- 
sequences for their chances for recov- 
ery. Many more are receiving public 
assistance in a grossly inadequate 
amount, often with equally catastrophic 
results on the course of their illness. 
And we know that financial distress 
often plays a vital role in irregular dis- 
charges and relapses. 


Residence Requirements 

Residence requirements for eligibil- 
ity for public assistance or hospitaliza- 
tion deprive many a tuberculosis vic- 
tim of desperately needed treatment or 
social rehabilitation upon which his 
very life and the sustenance of his 
family depend. In reporting on the 
health and welfare front I have en- 
countered many instances where tuber- 
culosis victims and their families were 
subjected to inhuman indignities and 
medical and social neglect, sometimes 
with fatal results, while states and 
counties engaged in heated arguments 
over who is responsible for financial 
assistance. 

Take the case of a 55-year-old tuber- 
culosis patient who had worked stead- 
ily in cleaning and dyeing establish- 
ments from the age of 14 until he was 
hospitalized a little more than two 
years ago. He had lived in Washington, 


D.C., for 35 years, moved to Phila- 
delphia in 1946, and returned to Wash- 
ington in 1953. All this time he had 
worked steadily. Shortly after his re- 
turn to Washington he came down with 
tuberculosis and spent the ensuing two 
years in a public tuberculosis hospital. 
At the end of that time he was deemed 
ready for discharge although he still 
needed medical supervision. He was 
strongly advised against resuming his 
former occupation, with the heavy 
labor entailed. Being completely with- 
out funds and 10 years away from 
social security benefits, he needed 
financial assistance. 

Inquiry was made of the local wel- 
fare office. Sorry, but he was ineligible, 
having lost his residence rights when 
he moved to Philadelphia. His two 
years as a local hospital patient did not 
count toward regaining residence. He 
was advised to move back to Phila- 
delphia and was coaxed into consent- 
ing. In Philadelphia it was the same 
story. Sorry, but the man was ineligible 
there, too, because had been away two 
years. He was a person without legal 
residence anywhere. 

Next, voluntary agencies were ap- 
proached. Sorry, they couldn’t help 
either. It was against policy on two 
counts: they didn’t accept cases where 
financial need was the problem—this 
was a matter for the public authorities 
—and they didn’t accept long-term 
cases. So, he was on his own—just out 
of a tuberculosis hospital and advised, 
for whatever comfort it might be, to 
take whatever odd jobs of a light na- 
ture he could find until he reestablished 
residence in a year in the city where he 
had served as a productive citizen for 
35 years. 

In many cases one hears the pious 
medical recommendation: “limited to 
four (or six) hours of light work a 
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Mr. Deutsch, a noted author and journalist, 
became the first daily health and welfare 
columnist in American journalism when he 
joined the staff of the newspaper PM in 1941. 
When PM ceased publication in 1948, he 
wrote for other New York papers, but later 
gave up his newspaper columns to write for 
the magazine field. He is the author of sev- 
eral books dealing with health and welfare 
problems and has won awards from many 
organizations for his work in fighting for bet- 
ter health and welfare programs. Mr. 
Deutsch's article is based on a paper he 
presented at the Annual Meeting of the 
National Tuberculosis Association held in 
New York in May, 1956. 


day.” How many physicians are aware 
of the difficulty in following such a 
recommendation? How often can a 
man find a part-time light-work job at 
a self-supporting wage or at any wage 
at all? Sometimes he finds part-time 
employment paying less than a living 
wage. In desperation, he goes to the 
local welfare office for partial relief. 
Sorry, but the amount he is earning, 
pitiful though it is, is above the mini- 
mum allowed for supplementary assist- 
ance. To get relief, he has to give up his 
job. If he decides on the latter course, 
he is likely to find that the relief allow- 
ance is not enough to live on. He takes 
matters into his own hands and finds 
a full-time job. Then comes the costly 
and perhaps fatal relapse. 


Are TB Workers Aware? 

How many workers in tuberculosis 
agencies are aware of the gross inade- 
quacies of public assistance standards 
throughout most of the country in this 
period of high prices for necessities ? 
How many fully appreciate the sig- 
nificance of these low standards in 
terms of their deleterious effect on so 
many tuberculosis patients ? 

There is the plight, too, of those who 
are plummeted, because of their long- 
time illness, from fairly good living 
standards to destitute circumstances, 
but are unwilling to accept the humilia- 
tions and degradations associated in the 
public mind with public assistance. 
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How much heartbreak and physical 
breakdown is involved in the unfortu- 
nate cultural attitude that regards the 
relief recipient with contempt—an atti- 
tude promoted, haplessly, by too many 
people in the tuberculosis field? 

In some areas, public assistance 
agencies provide supplementary aid 
for recipients with tuberculosis or 
other diseases requiring special diets. 
But many do not. Thus, relief allow- 
ances, inadequate for the recipient 
family without medical complications, 
become an aggravated problem for the 
destitute tuberculosis victim. 

Several years ago the introduction of 
a new public assistance category—aid 
for the permanently and totally dis- 
abled—brought a fresh resource to 
tuberculosis victims and other handi- 
capped persons. This was especially 
true of single males and childless cou- 
ples not eligible under the other three 
categories—old age assistance, aid to 
dependent children, and aid to the 
blind. But the definition of “totally and 
permanently disabled” varies consider- 
ably from state to state, and even from 
county to county, and when the allow- 
ance is granted it is quite likely to be 
inadequate to the need. 


Degrading Relief Procedures 


I wonder how many tuberculosis 
workers have looked closely into the 
ultra-humiliating and degrading public 
relief process that persists in many 
areas? How the applicant must be 
stripped not only of all his property but 
of all his dignity before he or his fam- 
ily is declared eligible for assistance? 
Or what the means test—relic of the 
“pauper’s oath”—really means in terms 
of the shattered sense of self respect 
of persons and families, including those 
ravaged by tuberculosis ? 

I stress this because I am firmly con- 
vinced that people in the health field, 
including the tuberculosis movement, 
with some notable exceptions, are not 
doing nearly enough to back up welfare 
officials and agencies trying to admin- 
ister assistance programs with as little 
dehumanization as possible. 

Then there are the lowliest of the low 
—the denizens of our city “skid rows,” 
the most concentrated reservoirs of 
active tuberculosis. The recent study 
in Philadelphia by Dr. Donald Otten- 


140 


berg shows that the incidence of tuber- 
culosis is about 15 times higher and 
mortality more than 20 times higher 
among this group than in the general 
local population. These are the de- 
feated, the broken, the pariahs, held in 
general scorn and ignored until they 
become public nuisances, when they 
are clapped into jail. They might be 
called desocialized people, and they are 
most difficult to “handle” through the 
available health and welfare agencies. 
There is a tendency to write them off as 
completely hopeless, and to think of 
them, when they are thought of at all, 
as matters for police intervention 
rather than health or welfare aid. They 
form the hard core of alcoholic recal- 
citrants. 


A Real Challenge 


Are they really hopeless? Are they 
beyond or beneath human help? I am 
reminded of an annual report of a 
Michigan “lunatic asylum” a hundred 
years ago, 1856, which made the point 
that it is easy for doctors and others 
to treat clean, likable, well-behaved, 
quiet mental patients whose prospects 
for recovery are hopeful. The real test 
of the good doctor, the report noted, 
was the capacity to give loving care 
and attention to the chronic, the un- 
clean, the unliked, the disturbed, the 
difficult patient on the back ward. Here 
was the test not only for the doctor but 
for all concerned with improving the 
lot of humanity or of any segment 
thereof. There, on the skid rows of 


America, is a real challenge for the 


professed healers and philanthropists 
in our health and welfare agencies. 


Then we have the new drugs. There 
is a striking parallel between the in- 
troduction of isoniazid and of the so- 
called tranquilizing drugs in the treat- 
ment of mental illness. In both cases, 
the over-enthusiastic preliminary re- 
ports indicated that they might soon 
clear out the hospitals of patients. In 
both cases, drugs made it possible to 
discharge patients to their home earlier 
and to keep some patients from the 
need for hospitalization by home treat- 
ment. And in both cases the new drugs 
raised new problems. 

It was found that, in the home as 
elsewhere, man does not live by drugs 
alone. From the mental health authori- 


ties came urgent cries for more social 
workers to aid in the rehabilitation o; 
discharged patients. The same outcry, 
somewhat feebler, emanates from the 
tuberculosis field. There is also the 
problem of who dispenses the costly 
drugs to ambulatory patients unable to 
afford them. The relief department? 
On the basis of a degrading means 
test? The voluntary agency, which usw. 
ally lacks the organizational set-up and 
resources required for this activity? | 
believe that such free dispensation js 
the proper responsibility of the public 
health department, traditionally com. 
mitted to a concern for the treatment 
of tuberculosis. 


As a layman owing special allegiance 
to no single health or welfare group, 
I am concerned with the frequent evi- 
dences of rivalry between voluntary 
agency and public department. Too 
often, the voluntary agency holds tight- 
ly to a self-assumed public function 
which was necessary and valuable in 
the beginning but which long ago 
should have been turned over to a pub- 
lic agency as a demonstrated public 
need. Too often have I seen voluntary 
agencies cling to such outmoded fune- 
tions, not because of their value to the 
beneficiaries but because of their value 
as promotional tools for financial 
drives. 


A Full Cycle 


To an interested outsider, it seems 
that the tuberculosis movement has 
come a full cycle. In its earlier years 
it stressed the socio-economic factors in 
tuberculosis—bad housing, low income, 
bad living conditions generally. Then 
there was a gradual switch of empha- 
sis to the medical side. Now we reach 
a balance of both, including, too, proper 
consideration for the emotional and 
psychiatric aspects. Tuberculosis has 
often been called a psychosomatic dis- 
ease. I wonder if it could not properly 
be called a sociosomatic disease, of 2 
psychosocio-somatic disease. 


Certain it is that the final assault on 
tuberculosis must come from mafy 
sides, in a coordinated teamwork ap- 
proach, with concentration on presery- 
ing and strengthening the human being 
who is unwilling host to the disease 
bacillus. 
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The Daughter of the Man Who Told America 
That Tuberculosis Could Be Fought With Christmas 
Seals Writes Proudly of the Work and the Spirit of .. . 


“My Father, 


I am very proud that it was my 
father, Jacob Riis, who gave to the 
United States the idea of using a 
Christmas stamp to fight tuberculosis. 
Many other great hearts took up this 
idea and carried it forward to the 
achievement that is known throughout 
the world. 

It happened this way. 

In the Christmas mail of 1904, a let- 
ter came to my father from Denmark. 
It bore a generous array of strange, 
new stamps. Eight of them, to be exact. 
Each carried the Danish word “Julen” 
(Christmas) on it. My father had to 
find out the story behind those stamps. 
When he learned it, he felt impelled 
to tell everyone the story of the first 
Danish tuberculosis seal. And so, in 
1907, the Outlook published his article, 
“The Christmas Stamp.” 

He told how a postal official had 
thought of the stamp to provide hos- 
pital care for tuberculous children. Its 
sale was a tremendous success and 
from December 9 to January 6 more 
than four million of the tuberculosis 
stamps were bought in little Denmark, 
about two for every man, woman, and 
child in the country. 

And at the very time of this first 
Christmas Seal Sale in Denmark, the 
National Association for the Study 
and Prevention of Tuberculosis was 
formed in Atlantic City. 


Jacob Riis’ Suggestion 

In his article, my father wrote: 
“What I want to know is why we 
here cannot borrow a leaf from Santa 
Claus’ Danish year-book and do as 
they have done? Why should we not 
have a Christmas stamp, printed by a 
Tuberculosis Committee . . . for the 
purpose of rousing up and educating 
people in this important matter? Why 
not try the Danish plan here next 


Jacob Riis” 


Christmas? I plead for the half million 
poor souls all over the land whose faces 
are set today toward an_ inevitable 
grave because of heedless ignorance— 
and for the friends who grieve with 
them.” 

You all know the rest. The idea has 
become the great thing we now have, 


The Author 


Jacob Riis, a New York news- 
paperman and social welfare cru- 
sader, brought to America the 
idea of a Christmas stamp to fight 
tuberculosis, an idea that Miss 
Emily Bissell acted upon to bring 
into being the first Christmas 
Seal Sale in the United States 
(see the BULLETIN for Septem- 
ber, 1956). Mr. Riis’ daughter, 
the late Mrs. Kathryn Riis Owre 
of Minneapolis, who died on 
October 22, 1955, was a member 
of the board of directors of the 
Hennepin County (Minn.) Tu- 
berculosis Association for 14 
years. In connection with the 
association’s work, Mrs. Owre 
wrote this account of her father’s 
part in the tuberculosis move- 
ment. The association has made 
Mrs. Owre’s article available to 
the BunietIn for publication in 
connection with the current ob- 
servance of the 50th Christmas 
Seal Sale in America. 


the cheery little Seal that is the truest 
part of our modern Christmas, because 
it means health and happiness for so 
many. 

The last article my father ever 
wrote, “The Story of Sea Breeze”, 
appeared in the Outlook shortly before 
his death. It was an account of the 


Seattle Public Library 


nine years’ effort to get the city of 
New York to provide the site on the 
seashore for the hospital for crippled 
tuberculous children for which the 
Association for Improving the Chil- 
dren of the Poor had raised funds to 
build. It was published May 9, 1914. 
My father died May 26. In writing 
the article, he deliberately defied the 
advice of his physicians at Battle Creek 
Sanatorium, whence he had gone for 
treatment of the heart that was so 
nearly run down. But he felt he must 
help, and help he did. 


A Personal Fight Against TB 

Long years before the little Christ- 
mas Seal came into use, and long be- 
fore the National Tuberculosis Associ- 
ation was heard of, my father fought 
a fight of his own against tuberculosis, 
and won, as he usually did. When I 
think of this in the light of modern 
treatment, I marvel at him. After his 
emigration to America, the then dread 
disease entered his old home in Den- 
mark and six of his brothers fell vic- 
tim and died. 

Armed with his knowledge of dis- 
ease and sanitation gleaned from his 
work as a newspaper reporter and with 
the New York Board of Health, and 
with his ability to get to the bottom of 
any matter, he returned to his old home 
in Denmark. In the little plastered 
room under the eaves which his broth- 
ers had occupied, one after another, 
and in which they had died, he found 
his only sister sleeping. She, too, was 
in poor health. The plaster on the wall 
by the bedside was damp, a breeding 
place for the tuberculosis germ. Father 
ordered the room replastered and re- 
finished. He paid for this out of his 
own pocket. Never again was tuber- 
culosis known in the old _ house. 
(Editor’s note: This was consistent 
with the ideas about the spread of 
tuberculosis that were prevalent at that 
time. ) 

I never see a Christmas Seal but I 
remember what my father said: 

“It isn’t good for postage—every 
other way it is good—for the man 
who buys it and puts it on his letter, for 
the postal clerk who cancels it with a 
glad thought for the little waifs at 
every whack, for the postman who de- 
livers the letter with a smile as broad 
and good as Christmas itself.” 
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TB in Puerto Rico 


... Continued from page 138 


observed even among a few tubercu- 
lous infants whose tuberculin con- 
verted to negative after a year of ther- 
apy with isoniazid. 

Thus it appears that a primary infec- 
tion confers a significant degree of 
immunity, probably greater than that 
produced by BCG. If it were possible 
to control the undesirable aspects of the 
primary infection, including complica- 
tions such as tuberculous meningitis, 
bone tuberculosis, locally progressive 
tuberculosis, and perhaps endogenous 
reinfection tuberculosis, therapy of all 
infants and children who develop posi- 
tive tuberculin reactions would serve 
to control tuberculosis not only in this 
group but also possibly among whole 
populations throughout the world. 


Investigation Needed 


This aspect of tuberculosis control 
deserves further extensive investiga- 
tion including a large number of con- 
trol cases. It will be essential to obtain 
a statistically significant answer before 
sweeping recommendations such as 
treatment of all patients with primary 
tuberculosis can be made. 


In Puerto Rico this would mean 
treating about 60,000 infants and chil- 
dren before they reach the age of five 
years, and in other countries it would 
involve millions. When such numbers 
are involved, from the practical stand- 
point another important investigation 
would be mandatory. 


Simple Preventive Sought 


The work of Dr. Carroll E. Palmer 
and Mrs. Shirley Ferebee of the 
USPHS Tuberculosis Service on pro- 
phylaxis of tuberculosis in guinea pigs 
using isoniazid suggests that weekly 
therapy is as effective as daily therapy 
in preventing tuberculosis in animals. 
A means of preventing tuberculosis as 
simple as taking a number of pills 
once a week might be the only practical 
method of achieving world wide con- 
trol of tuberculosis. The results of 
such studies might be of tremendous 
value in controlling tuberculosis in the 
human race. 
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Miss Frances M. Neel 


S. C. Executive 
Miss Frances Neel has 


succeeded Mrs. McDonald as 
South Carolina executive 


Miss Frances M. Neel, formerly a 
member of the staff of the Florida 
Tuberculosis Association, has taken up 
her duties as executive secretary of the 
South Carolina Tuberculosis Associa- 
tion. 

Miss Neel succeeds Mrs. Chauncey 
B. McDonald who directed the South 
Carolina association for many years 
before her retirement in July. 

Miss Neel served on the Florida 
staff for nine years. From 1947 until 
1950 she was a field consultant, and in 


the latter year was appointed director ° 


of field service for the association. 


During World War II Miss Neel 
served in the Women’s Reserve of the 
United States Marine Corps. A gradu- 
ate of Florida State University, Miss 
Neel also took graduate studies at the 
university. 


Medical School Enrollment 


For the seventh consecutive year 
enrollment in the nation’s medical 
schools has reached an all-time high, 
according to a report from the Amer- 
ican Medical Association. There are 
now 28,639 students enrolled in 76 
four-year schools and in six schools 
providing the first two years of med- 
ical training. 


New TB Drug Cleared 
For Interstate Sale 


Cycloserine, one of the newer anti. 
biotics tried in tuberculosis treatment, 
has been cleared by the federal Food 
and Drug Administration for sale jn 
interstate commerce. The drug was 
first reported at the Veterans Admin. 
istration-Army-Navy Conference op 
the Chemotherapy of Tuberculosis in 
Atlanta, Ga., in February 1955. 


Because of potential toxicity, the 
Food and Drug Administration recom. 
mends that cycloserine be used only 
with patients with severe forms of 
tuberculosis who do not respond to 
treatment with such drugs as isoniazid, 
streptomycin, and PAS; that it be used 
in combination with isoniazid, and that 
it be used in small doses. Toxicity has 
affected the nervous system primarily, 
with such side reactions as convulsions 
and motor disorders. 


The drug is sometimes also used for 
severe urologic disorders in combina- 
tion with other antimicrobials where 
other medication has not been effective. 


ATS Annual Meeting Abstracts 


The American Trudeau Society is 
inviting submission of abstracts of 
scientific papers for presentation in 
medical sessions at its annual meeting 
in Kansas City, Mo., May 6-8, 1957. 
Six copies of the abstracts must be 
in the hands of the chairman of the 
Medical Sessions Program Committee 
on or before January 8, 1957. In- 
formation may be obtained from the 
chairman, Dr. Edward J. Welch, 1101 
Beacon Street, Brookline 46, Mass. 


NTA Exhibit at NMA Meeting 


“Differential Diagnosis,” a Na- 
tional Tuberculosis Association- 
American Trudeau Society scientific 
exhibit, was displayed at the 61st an- 
nual meeting of the National Medical 
Association held in New York, At 
gust 13-16, which was attended by 
more than 3,000 physicians. Drs. Julia 
M. Jones, Edward Schonheit, Edna 
Cree, Frances Lansdown, Ann Davis, 
and James Chien, of the Bellevue 
Chest Service, New York City, served 
as medical consultants at the exhibit. 
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Surgeon General 
Dr. Leroy Burney succeeds 

Dr. Leonard Scheele in U.S. 
Public Health Service post 


Dr. Leroy E. Burney has been ap- 
pointed Surgeon General of the Pub- 
lic Health Service to succeed Dr. Leon- 
ard Scheele who resigned recently to 
become president of Warner-Chilcott 
Laboratories, the ethical drug division 
of Warner-Lambert Pharmaceutical 
Company. 

Dr. Burney, who was assistant sur- 
geon general and deputy chief, PHS 
Bureau of State Services, at the time 
of his appointment, has spent his entire 
professional career in public health 
service activities. 


Dr. Burney’s Career 

A native of Indiana, Dr. Burney 
received a B.S. and an M.D. degree 
from Indiana University. He received 
an M.S. degree in public health from 
the Johns Hopkins University School 
of Hygiene and Public Health which he 
attended on a Rockefeller Fellowship. 


After interning at the U.S. Marine 
Hospital in Chicago, Dr. Burney was 
commissioned in the PHS Regular 
Corps in 1932. The posts he has held 
include assistant chief, PHS Division 
of States Relations; director, PHS 
District No. 4, New Orleans, La., and 
State Health Commissioner of Indiana, 
a post which he held on detail from the 
PHS from 1945 to 1954. 


Dr. Theodore J. Bauer, a career offi- 
cer in the PHS since 1934, has been 
named deputy chief of the Bureau of 
State Services, replacing Dr. Burney. 
For the past three years Dr. Bauer has 
been chief of the Communicable Dis- 
ease Center, Atlanta, Ga. He is a native 
of Iowa and a graduate of the Uni- 
versity of Iowa. 


National Library of Medicine 


President Eisenhower has signed a 
bill establishing a National Library 
of Medicine in the Public Health 
Service and transferring to the Serv- 
ice all of the functions of the Armed 
Forces Medical Library. The exact 
site will be selected by the Surgeon 
General of the PHS after consultation 
with a board of regents. 


Dr. Leroy E. Burney 


PHS Exams 


A competitive examination for ap- 
pointment of Medical Officers to the 
Regular Corps of the U. S. Public 
Health Service will be held in various 
places throughout the country on 
November 27, 28, 29, and 30, 1956. 
Appointments will be made in the 
ranks of Assistant and Senior As- 
sistant. Application forms and addi- 
tional information may be obtained 
from the Chief, Division of Personnel, 
Public Health Service, Department 
of Health, Education, and Welfare, 
Washington, 25, D.C. Completed ap- 
plication forms must be received no 
later than October 13, 1956. 


Dr. Long’s Lectures Published 

“A History of the Therapy of Tu- 
berculosis and the Case of Frederic 
Chopin” by Dr. Esmond R. Long, 
former director of medical research of 
the National Tuberculosis Associa- 
tion, has been published by the Uni- 
versity of Kansas. The book consists 
of the Logan Clendening Lectures 
(sixth series) on the History and Phi- 
losophy of Medicine given by Dr. 
Long at the University. The illness 
of Chopin, who died of tuberculosis 
in 1849, illustrates difficulties in diag- 
nosing and treating the disease a cen- 
tury ago. The book also provides an 
account of tuberculosis treatment 
throughout medical history. 


Press Project 
1956 School Press Project 
broadens TB Control subjects 
to include health careers 

“Careers in Health” and ‘“What’s 
Needed to Fight TB” are the subjects 
for investigation by school publications 
participating in the 20th annual School 
Press Project, co-sponsored by the 
National Tuberculosis Association and 
the Columbia Scholastic Press Associa- 
tion. 

In cooperation with the National 
Health Council’s Career Horizons 
Project, this year’s School Press Proj- 
ect is directing young journalists’ at- 
tention not only to tuberculosis control 
but also to the many job opportunities 
in the health field. 

In previous years student publica- 
tions entering the project were given a 
choice of subjects dealing with aspects 
of tuberculosis control on which to 
base news and feature stories, edi- 
torials, cartoons, and other art work. 

In connection with the subject of 
health careers, tuberculosis associations 
taking part in the project will point 
out career opportunities in tuberculosis 
control as well as in other health fields. 
Schools reporters will be encouraged to 
interview and, whenever possible, see 
people at work in some of the more 
than 100 different health occupations. 

““What’s Needed to Defeat TB” was 
chosen as this year’s subject for tuber- 
culosis control studies as a means of 
encouraging students to investigate 
tuberculosis control needs in their own 
communities and current needs in med- 
ical research. Visits to tuberculosis con- 
trol facilities by student groups are 
planned in many communities. 

Some associations will open the 
project in their areas with a press con- 
ference at which students will be able 
to meet both local tuberculosis control 
experts and professional journalists. 

Following local and state judging of 
project entries, national judges, repre- 
senting the NTA and the CSPA will 
award Certificates of Honor. 


Florida Research Gift 


The University of Florida’s College 
of Medicine has received a gift of 
nine thousand dollars from the Smith 
Kline and French foundation, Phila- 
delphia, for basic medical research. 
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Dr. Anderson To Head 
Atlanta Disease Center 


Dr. Robert J. Anderson, assistant 
chief of the Division of Special Health 
Services, U.S. Public Health Service, 
has been named chief of the PHS 
Communicable Disease Center, At- 
lanta, Ga., replacing Dr. Theodore J. 
Bauer who is now deputy chief, PHS 
Bureau of State Services. 

Dr. Anderson entered the PHS in 
1940, becoming chief of the Tuberculo- 
sis Control Division in 1948. For the 
past two years he has directed opera- 
tional research in tuberculosis, chronic 
diseases, venereal disease, occupational 
health, and heart disease control activ- 
ities. Dr. Anderson takes up his new 
duties in Atlanta on October 1. 

A native of Minnesota, Dr. Ander- 
son graduated from Carleton College 
and the University of Minnesota Med- 
ical School, and holds a master’s degree 
in public health from Columbia Uni- 
versity. 


NTA Staff Change 


Wendell Rennie, a member of the 
National Tuberculosis Association 
staff since 1945, has resigned to join 
the staff of the Christmas Seal Sale 
Division of the Brooklyn Tubercu- 
losis and Health Association. From 
1945 to 1950 Mr. Rennie was with the 
NTA Christmas Seal Sale Division, 
but in the latter year transferred to 
the NTA Business Management staff. 


Minnesota Trudeau Fellowship 


The Minnesota Trudeau Society 
sponsored a summer fellowship for 
Ralph F. Wells, a student at the Uni- 
versity of Minnesota Medical School, 
as part of its program for increasing 
physicians’ knowledge of tubercu- 
losis. The fellowship, which enabled 
the recipient to study tuberculosis and 
other chest diseases at the Minneapolis 
Veterans Administration Hospital, 


was the second summer fellowship 
sponsored by the Society for a junior 
medical student. 


John A. Kingsbury, a founder of 
the National Conference of Tubercu- 
losis Workers and the first executive 
secretary of the (New York) State 
Charities Aid Association State Com- 
mittee, died recently in New York. 


Dr. William R. Barclay, a member 
of the American Trudeau Society 
Committee on Therapy, has been ap- 
pointed associate professor of medi- 
cine at the University of Chicago. 


William E. Leahy, a member of the 
NTA board of directors and a past 
president of the District of Columbia 
Tuberculosis Association, died re- 
cently. 


Dr. Festus M. Cook, a member of 
the NTA board of directors, died in 
Montgomery, Ala., recently. 


James Broughal, a former associate 
in the NTA Christmas Seal Sale Divi- 
sion who resigned last year to join the 
Curtis Publishing Company, has been 
named Christmas Seal Sale director 
for the New York Tuberculosis and 
Health Association. 


Arthur C. Jacobson, formerly ex- 
ecutive secretary of the Macomb 
County (Mich.) Tuberculosis and 
Health Association, is now Western 
States consultant for the American 
Cancer Society. 


Robert Whalen, formerly on the 
staff of the Illinois Tuberculosis As- 
sociation, has been appointed Christ- 
mas Seal Sale director for the New 
Mexico Tuberculosis Association, a 
position made possible by an NTA 
Seal Sale Division demonstration 
project. 


Mrs. Bess Harris Jones has beep 
appointed director of public relations 
for the Texas Tuberculosis Associa. 
tion to replace Miss Mary Van Val. 
kenburgh who has resigned. 


Miss Vera Miller, formerly execy. 
tive secretary of the Holyoke (Mass) 
Tuberculosis and Health Association 
is now executive secretary of the 
Hampshire County (Mass.) Public 
Health Association. 


James Trussell, formerly executive 
secretary of the Tuberculosis League 
of Waterbury, Conn., has been ap. 
pointed executive secretary of the 
Pinellas County (Fla.) Tuberculosis 
and Health Association. 


Charles Macnamara, program de- 
velopment consultant with the Illinois 
Tuberculosis Association, has been 
appointed executive director of the 
Contra Costa (Cal.) Tuberculosis and 
Health Association. 


Eleanor O’Neill, formerly Seal Sale 
supervisor for the Maryland Tuber- 
culosis Association, has been ap- 
pointed executive secretary of the 
Hartford County (Md.) Tuberculosis 
Association. 


James Donnelly, formerly on the 
staff of the Connecticut Tuberculosis 
Association, is now executive secre- 
tary of the Tuberculosis League of 
Waterbury, Conn. 


Harold Paulson, former rehabilita- 
tion counselor for the Plymouth 
County (Mass.) Health Association, 
has been appointed executive secte- 
tary of the Hampshire County 
(Mass.) Public Health Association. 


George K. Shaber, for- 


merly with the Alaska 
Tuberculosis Association, 
has been appointed case- 


finding supervisor for the 
New Mexico Tuberculosis 
Association, a position made 
possible by NTA grant-in- 
aid funds. 
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